Case 2, a girl aged 9, was admitted to hospital on August 14, 1954, 
Discussion
Conjunctivitis is the commonest ocular complication of glandular fever, varying up to 40 per cent. in recorded series of cases. It may manifest itself as simple suffusion (as in Case 2), as granular follicules, and as fiery redness with discrete punctate whitish follicles, or with membrane formation. It may precede or succeed the fever, is frequently unilateral, and oftener in the left eye (as in both the present cases). Bernstein and Wolff (1950) , in a review of the literature, found that, of 34 cases reported with central nervous involvement, fifteen had ocular complications. Thomsen (1942) found an incidence of 9 per cent. in all cases, but 23 per cent. in central nervous system cases.
The pathogenesis of these ocular symptoms is as mysterious as that of others more usually associated with the disease. Their variety and nature have been compared to those of syphilis, but whereas disability due to the latter is measured in months or years, that due to the former is days or rarely weeks. Whether this is of significance is debatable.
The bleeding from various organs which has been described in glandular fever is of obscure origin. No obvious demonstrable deficiency of clotting or platelets is usual, and whether the capillaries are affected in some way is conjectural. It is therefore difficult to account for the subconjunctival haemorrhage in the first case. A minor blow or squeeze might conceivably have caused it, but no history of either could be obtained. Tuberculosis and syphilis are both known to affect the sclera and uveal tracts, the ultimate mechanism being disputed, although allergic vasculitis has been a popular theory. Whether the sclera behaves similarly in glandular fever remains to be proved.
Symptoms referable to the eyes are pain on rotation of the globes, deep orbital pain, photophobia, epiphora, and blurred vision. Whatever their cause, the course of these eye complications, as of others, is usually short in glandular fever. There is no evidence of the tissue destruction or permanent loss of function which characterizes syphilis and tuberculosis.
There is, of course, no specific treatment. The antibiotic used in the first case did not seem to affect the course of the illness. Its use in the second was due to the presence of haemolytic streptococci, which were regarded as secondary invaders. It seems unlikely that they could have been a bacterial antigen, as in acute rheumatism.
The self-limiting nature of the disease makes any therapeutic appraisal difficult. Whether there is any place for the local or general use of cortisone, as in some other types of kerato-uveitis, is questionable. Karpe and Wising (1948) sum the matter up as follows:
The unpredictable nature of the symptoms of infectious mononucleosis not seldom complicates the diagnosis of this condition, single symptoms so dominating the disease picture as to result in a wrong preliminary diagnosis.
This especially applies to the ocular complications. Once again, the performance of routine white cell counts, followed where necessary by a Paul Bunnell test, would seem to be the only way to detect these more obscure manifestations.
Summary
The knowledge available on the ocular and pulmonary complications of glandular fever is discussed, and two additional cases are reported. 
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